Objective: The present study aimed at examining worry, cognitive avoidance, intolerance of uncertainty, and metacognitive beliefs, as transdiagnostic factors, in clinical samples with Generalized Anxiety Disorder (GAD) and Obsessive-Compulsive Disorder (OCD).
Introduction
n the past two decades, psychologists have examined different constructs within a certain psychological disorder, assuming that each disorder has its own distinctive cognitive profile (Brown, Campbell, Lehman, Grisham, & Mancill, 2001 ). Yet, considering the high comorbidity in psychological disorders, recent studies have investigated responsible factors for comorbidities, as well as common cognitive factors introduced as transdiagnostic processes (Gillan, Fineberg, & Robbins, 2017; Harvey, Watkins, Mansell, & Shafran, 2004; Mansell, Harvey, Watkins, & Shafran, 2008; McLaughlin & Nolen-Hoeksema, 2011; Torres, et al., 2016) . Anxiety disorders are among the most prevalent psychological disorders and are highly comorbid. In a large-scale study, 43% of patients had more than one anxiety disorder, while 54% were diagnosed with more than one anxiety disorder . Among anxiety disorders, Generalized Anxiety Disorder (GAD) has the highest rate of comorbidity with other anxiety disorders, as well as other psychiatric conditions, which are associated with stress (Brown, O'Leary, & Barlow, 2001) .
A number of studies have investigated the comorbidity of GAD and Obsessive-Compulsive Disorder (OCD) (Gillan et al., 2017) . Research reports that over 30% of patients with OCD have a lifetime history of GAD (Crino & Andrews, 1996) . In addition, OCD and GAD share transdiagnostic cognitive vulnerabilities, symptomatology, and affective structures. Furthermore, they respond well to similar psychotherapeutic and psychopharmacological treatments (Comer, Kendall, Franklin, Hudson, & Pimentel, 2004; Fineberg, et al., 2013; Goodwin, 2015; Torres et al., 2016) . Freeston et al. suggested that obsessions particularly complicates the differential diagnosis between GAD and OCD. Furthermore, compulsive behaviors are present in GAD (Coleman, Pietrefesa, Holaway, Coles, & Heimberg, 2011; Fineberg, et al., 2013) . Considering the similarities between GAD and OCD, some scholars have called them "neighboring disorders" (Brown, Chorpita, & Barlow, 1998) . The source of difficulty in the differential diagnosis is the commonality between obsessive thoughts and worry (Turner, Beidel, & Stanley, 1992) .
Historically, worry is the exclusive criterion in the diagnosis of GAD (Newman, Llera, Erickson, Przeworski, & Castonguay, 2013) . Worry is characterized by uncontrollable thoughts, fear, and images focusing on negative outcomes (Borkovec, 1994) . Worry is also conceptualized as a cognitive component of anxiety that involves distorted information processing and attentional vigilance (Cisler & Koster, 2010) . Findings on the exclusiveness of the relationship between worry and GAD are rather inconsistent.
Several studies have identified worry in OCD (Fergus & Wu, 2010) , as well as other psychological disorders (Gladstone et al., 2005) . Evidence shows that worry, as a thought control strategy, is associated with Obsessive-Compulsive (OC) symptoms in non-clinical samples (McKay & Greisberg, 2002) . Some studies have suggested that worry is the exclusive thought control strategy in OCD as patients with OC symptoms report higher levels of worry compared with their non-clinical and non-OCD counterparts (Abramowitz, Whiteside, Kalsy, & Tolin, 2003) . On the contrary, in some other studies, patients with OCD do not report higher levels of worry compared with non-clinical samples, depressed samples, and other anxious groups (Belloch, Morillo, & Garcia-Soriano, 2009) . Closing the gap between controversial findings, transdiagnostic models of psychopathology (Barlow, et al., 2017; Borkovec, Alcaine, & Behar, 2004; Dugas, Gagnon, Ladouceur, & Freeston, 1998; Wells, 2005) are considered as the preferred conceptualization for explaining the shared components of different psychological disorders. In this regard, worry might play a common role in the development and or perpetuating different psychological disorders.
Various models have examined worry as a transdiagnostic process. Among such models, the Cognitive Avoidance Model (CAM) (Borkovec et al., 2004) , Intolerance of Uncertainty Model (IUM) (Dugas et al., 1998) , and Metacognitive Model (MCM) (Wells, 2005) are worth noting. Underlying cognitive and metacognitive factors as the shared components across these models are considered in developing unified intervention programs in various anxiety disorders. Broadly speaking, cognitive avoidance refers to one's tendency to suppress unwanted thoughts and avoiding disturbing thoughts or images (Dugas et al., 1998) . Extremely worried individuals and patients with GAD actively engage in suppressing worry-related thoughts (Wells & Papageorgiou, 1998) . Patients with OCD also use suppression to control thoughts, which is paradoxically less perceived thought control (Tolin, Abramowitz, Brigidi, & Foa, 2003) . Furthermore, cognitive avoidance is associated with worry in clinical and non-clinical samples (Dugas, Marchand, & Ladouceur, 2005) . Compared with less worried individuals, extremely worried people use cognitive avoidance strategies more often (Gosselin et al., 2007) . Cognitive avoidance plays a crucial role in developing GAD symptoms and these symptoms longitudinally enhance cognitive avoidance (Olatunji, Moretz, & Zlomke, 2010) . Similar to worry, Intolerance of Uncertainty (IU) is another common cognitive construct, and several clinical conditions, including DAG and OCD recognized it as a transdiagnostic factor (Holaway, Heimberg, & Coles, 2006; Steketee, Frost, & Cohen, 1998; Thibodeau, et al., 2015; Tolin et al., 2003) .
IU refers to one's inability to accept the probability of an event in the future even when that event is unlikely (Dugas, Gosselin, & Ladouceur, 2001) and has robust evolutionary roots (Brosschot, Verkuil, & Thayer, 2016) . Those who experience IU relate any uncertainty with negative outcomes that are stressful and disturbing (see Carleton, 2016 for a review); consequently, they avoid these situations. Dugas et al., suggested that IU serves as a regulation in the chain of worry, negative orientation toward problems, and cognitive avoidance. According to IU, ambiguity may automatically provoke worry toward catastrophic explanations and continuous distress (Dugas et al., 2005) . In this situation, the people with higher IU might be prone to the process of worry.
IU may be involved in OCD and studies that are more recent indicate the similarity of the process in GAD and OCD . Some scholars have suggested that patients with OCD seek certainty and experience considerable anxiety until certainty is somehow reassured (Holaway et al., 2006) . In several studies, IU is associated with pathological worry, GAD symptoms, and OC symptoms (e.g. Tolin et al., 2003; Holaway et al., 2006) . Both patients with GAD and OCD exhibit a higher rate of IU compared with the control group; however, the difference between patients with GAD and OCD is usually non-significant. On the other hand, some studies show that patients with OCD exhibit higher rates of IU compared with all other anxiety disorders, including GAD (Steketee et al., 1998) . In addition, IU is the only construct (compared to responsibility, control, anxiety tolerance, and coping) that can predict OCD symptoms while controlling for mood and worry. Moreover, research suggests that severe worry and obsessions act as cognitive reactions to IU. This functional process may distinguish GAD from OCD and other anxiety disorders; however, it may not differentiate between GAD and OCD (see Thibodeau et al., 2015 for transdiagnostic features of IU and its components). IU does not belong to a certain disorder, but it is involved in both GAD and OCD.
Metacognitive beliefs are considered another cognitive construct that is associated with worry (Davey & Meeten, 2016) . There are positive and negative metacognitive beliefs about worry. Using worry as a coping strategy is related to positive metacognitive beliefs, while uncontrollability and danger of worry are considered negative metacognitive beliefs. With such beliefs, one may experience worry about worry, which is commonly known as meta-worry or type-2 worry (Pretorius, Walker, & Esterhuyse, 2015) . The worry in GAD with regard to negative beliefs about worry is distinct from ordinary worry (Wells, 2005) . Multivariate analyses have shown that patients are significantly different from the control group regarding their beliefs on controllability and danger, cognitive sufficiency, and general negative beliefs. Barahmand like Wells suggested that metacognitive beliefs about worry were similar among people with worry. Therefore, metacognitive beliefs and strategies may draw a sharp distinction between patients and non-patients.
Wells identified metacognitive beliefs in the pathogenesis of OCD symptoms, consisting of thought-action fusion and metacognitive beliefs on the necessity of performing compulsive rituals. Furthermore, a positive relationship is found among the dimensions of metacognition, pathological worry, and OCD symptoms (Grøtte et al., 2015; Wells & Papageorgiou, 1998) . Positive and negative beliefs about worry may predict worry and obsessive thoughts. Another study indicated that obsessive symptoms are associated with the thoughts of danger and need for thought control (Borkovec & Roemer, 1995) . Belloch et al., (2007) also reported that patients with OCD have stronger desires for thought control and beliefs about the importance of thoughts compared to patients of other anxiety disorders and depression.
Based on the above-mentioned literature, the present study aimed at examining worry, cognitive avoidance, IU, and metacognitive beliefs, as transdiagnostic processes, in GAD and OCD. Investigating common cognitive aspects of these disorders is particularly important as they can be used in transdiagnostic approaches that design the treatment plans based on unifying common cognitive processes among psychological disorders. Unified therapies are more convenient and economic (Barlow et al., 2017; Norton & Paulus, 2017; Talkovsky and Norton, 2016) , and encounter higher rates of acceptance with a concentration on common processes (Newby et al., 2016) . As argued by Gillan et al., a transdiagnostic framework can be a rational approach to advance basic science research in psychopathology. After exclusion of OCD from the anxiety disorders category in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; APA, 2013), we need to identify the possible transdiagnostic factors or endophenotypes of GAD and OCD. Moreover, possible differences between patients with GAD and OCD in terms of the research variables could call for specific interventional techniques. In this regard, the role of transdiagnostic underlying factors of OCD and GAD is also important and may serve to improve understanding of their diagnoses and treatments. These can be considered an additional contribution of the present to the existing literature on unified transdiagnostic protocols for the treatment of anxiety disorders. The present study sought to answer the following questions:
1. Are worry, cognitive avoidance, IU, and metacognitive beliefs transdiagnostic factors in GAD and OCD?; 2. Are worry, cognitive avoidance, IU, and metacognitive beliefs more severe in patients with comorbid GAD and OCD compared with the patients with GAD or OCD?; 3. Are metacognitive beliefs different in patients with GAD, OCD, and comorbid GAD and OCD? and 4. Are cognitive avoidance strategies different in patients with GAD, OCD, and comorbid GAD and OCD?
Methods
The present research is a descriptive study. The study population included psychiatric patients. Using purposeful sampling method (a non-probability sampling method that is widely used to identify and select information-rich or criterion-satisfying cases related to the phenomenon of interest; Yin, 2009 ), 3 groups of outpatients (patients with GAD, OCD, and comorbid GAD and OCD) were recruited from two psychiatric hospitals in two major cities in Iran. The participants were asked to take part in a "study on characteristics of people having GAD and or OCD" via their psychiatrist secretary.
The inclusion criteria included patients 18 years or older, with GAD, OCD, or their comorbidity by a certified psychiatrist (made by diagnostic criteria of the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition; APA, 2013), without psychotic disorder, no intervention except the ongoing psychiatric treatment, and the consent to take part in the study.
The final sample included 66 patients with GAD, 74 patients with OCD, and 60 patients with both GAD and OCD. In these groups, 52, 51, and 49 participants were women, respectively. Moreover, the mean age of the groups was 33.2 (SD=10.24), 33.7 (SD=10.14), and 34.6 (SD=9.55) years, respectively. The age was not significantly different between the groups (P>0.05). The Department of Psychology of the University of Tehran approved the protocol. All participants signed informed consent beforehand. After explaining the subject and the aim of the research to the participants, they completed the questionnaires. Furthermore, assurance was given on the confidentiality of results.
Penn State Worry Questionnaire (PSWQ)
Penn State Worry Questionnaire (PSWQ) is a 16-item self-report scale for the assessment of pathological worry directed at the excessiveness, uncontrollability, and duration of worry. A sample item is "Once I start worrying, I can't stop." Items are scored with a 5-point scale ranging from 1 (completely disagree) to 5 (completely agree). The PSWQ has demonstrated high reliability, as well as high temporal stability and substantial validity in the assessment of trait worry (Meyer, Miller, Metzger, & Borkovec, 1990 ). In the present study, the internal consistency coefficient was excellent (Cronbach's α=0.88).
Cognitive Avoidance Questionnaire (CAQ)
The Cognitive Avoidance Questionnaire (CAQ) (Gosselin et al., 2002) consists of 25 questions assessing 5 cognitive avoidance strategies (thought substitution, the transformation of images into verbal thoughts, distraction, avoidance of stimuli that trigger unpleasant thoughts, and thought suppression). All items are scored based on a 5-point Likerttype scale. The assessment of the CAQ's psychometric properties supports its 5-factor structure. Research suggests that the overall scale and its subscales have satisfactory reliability and validity (Gosselin et al., 2002) . In the present study, we used the total score (Cronbach's α=0.92).
Intolerance of Uncertainty Scale
The Intolerance of Uncertainty Scale-12 (IUS) is a 12item short-form of the original 27-item IUS (Freeston et al., 1994) that measures reactions to uncertainty, ambiguous situations, and the future. Items are scored based on a 5-point Likert scale ranging from 1 (not at all characteristic of me) to 5 (entirely characteristic of me). This instrument assesses trait IU, rather than situationspecific IU. The IUS-12 is psychometrically comparable to the original 27-item IUS (Khawaja & Yu, 2010) . The IUS-12 and its two subscales have demonstrated substantial transdiagnostic psychometric support (Jacoby, Fabricant, Leonard, Riemann, & Abramowitz, 2013) .
The internal consistency of the whole scale was found high in this study (Cronbach's α=0.89) .
Metacognitive Beliefs Questionnaire
The Metacognitive Beliefs Questionnaire (MCQ-30) (Wells & Cartwright-Hatton, 2004 ) is a self-report measure of metacognitive beliefs. It consists of 30 items for assessing individual differences in metacognitive beliefs. The items are scored based on a 4-point Likert scale ranging from 1 (I do not agree) to 4 (I totally agree). Therefore, the total score may vary between 30 and 120. These 30 items are grouped within 5 subscales of positive beliefs about worry, negative beliefs about worry concerning uncontrollability and danger, cognitive confidence, the need for control, and cognitive self-consciousness, which is the tendency to be aware of one's thoughts. MCQ-30 has shown good reliability (Wells & Cartwright-Hatton, 2004 ). In the present study, the Cronbach's alpha values for the subscales ranged from 0.71 (need of control) to 0.86 (positive beliefs about worry). Table 1 presents the mean and SD of all variables (worry, cognitive avoidance, IU, and metacognitive beliefs). Four distinct one-way ANOVA tests showed that worry, cognitive avoidance, IU, and metacognitive beliefs were significantly different across the groups (Table 1) . The magnitude of all relationships was substantial, indicating significant differences in the mean scores of the measures across groups. Table 2 summarizes Scheffe post hoc test for the comparison of the groups in all variables. The mean scores of worry, cognitive avoidance, IU, and metacognitive beliefs are not significantly different (P>0.05) between patients with GAD and OCD. Yet, all variables are con- siderably higher (P<0.05) in patients with comorbid GAD and OCD. Patients with comorbid GAD and OCD scored higher on transdiagnostic constructs utilized in this study (Table 2 ) .
Results
We also conducted 5 distinct MANOVA tests to compare scores of the subscales of the metacognitive beliefs. Negative beliefs about worry was significantly different (F=6.48, P<0.05, η2 p =0.06). Other subscales were not significantly different (P>0.05). The mean score of the negative beliefs was significantly higher in the comorbidity group (P<0.05).
We conducted 5 MANOVA tests to examine betweengroup differences in scores of 5 subscales of cognitive avoidance. The transformation of images into verbal thoughts was significantly different (F=4.17, P<0.05, η2 p =0.04). The mean score of the negative beliefs was significantly higher among patients with GAD (P<0.05). The difference between the comorbidity group and other groups was statistically non-significant (P>0.05).
Discussion
The present study aimed at examining transdiagnostic factors in GAD and OCD. Analyses suggested that patients with GAD and OCD did not significantly differ in worry. Yet, comorbidity of GAD and OCD was strongly associated with higher levels of worry. The magnitude of this difference was considerable. This finding is consistent with studies conducted by Fergus and Wu and Barahmand. Patients with OCD use worry as their primary strategy of thought control. Based on the previous research on the cooccurrence of chronic worry and obsessive thoughts (Wells & Papageorgiou, 1998) , worry may not serve as a distinguishing factor in the diagnosis of GAD and OCD. In other words, both patients with GAD and OCD experience high levels of worry. Therefore, worry maybe a transdiagnostic underlying factor of the symptoms of GAD and OCD, so it should be taken into account in the treatment of both disorders, particularly using unified transdiagnostic protocols.
Findings on cognitive avoidance indicated that patients with GAD and OCD did not significantly differ; however, the comorbidity of GAD and OCD was associated with higher levels of cognitive avoidance. To our knowledge, the present study is the first research that compares cognitive avoidance between patients with GAD and OCD. Findings concerning different cognitive avoidance strategies revealed that patients with GAD scored higher on the transformation of images into thoughts compared with the patients with OCD. This finding is consistent with previous studies (Borkovec et al., 2004) , reporting higher verbal activity as an emotion-controlling strategy in patients with GAD. Although cognitive avoidance may be considered a transdiagnostic factor in GAD and OCD, specific transformation-related techniques should be implemented in therapeutic models for patients with GAD.
Findings regarding metacognitive beliefs indicated that the difference between patients with GAD and OCD was non-significant in comparison with the total score of metacognitive beliefs and its subscales. Additionally, the patients with comorbid GAD and OCD scored higher in total metacognitive beliefs, as well as their negative belief subscale. These findings are in line with previous studies (Barahmand, 2009 ), suggesting that patients with GAD and OCD score higher in metacognitive beliefs. As a result, metacognitive beliefs may be considered another transdiagnostic factor in the diagnosis and treatment of GAD and OCD.
Findings on the IU suggested that patients with GAD and OCD did not significantly differ in IU. Yet, patients with both GAD and OCD reported higher IU. These findings suggest that patients who met the criteria for both disorders had higher intolerance toward uncertainty. Holaway et al. indicated that higher levels of IU are associated with more severe psychopathological symptoms. Moreover, IU has a unique relationship with symptoms of GAD and OCD and that their comorbidity may increase patients' scores of selfreported IU.
Base on the present study, worry, cognitive avoidance, IU, and metacognitive beliefs may be considered transdiagnostic factors in the diagnosis and treatment of GAD and OCD. Future research may examine the association between these constructs and anxiety symptoms, as well as obsessive-compulsive dimensions (Fineberg et al., 2013; Gillan et al., 2017; Rufer, Fricke, Moritz, Kloss, & Hand, 2006; Torres et al., 2016) . The findings of the present study also highlighted the notion that comorbidity of GAD and OCD may strengthen the magnitude of maladaptive cognitive components of these disorders. If maladaptive cognitive components of GAD and OCD are amplified by comorbidity, both must be considered a diagnostic criterion and a measure of treatment outcome.
One practical implication of the present study is the utilization of these common transdiagnostic factors in unified therapy (a mixed protocol comprising several fundamental therapeutic components), which is both economical and popular among patients (Barlow, Allen, & Choate, 2004; Barlow et al., 2017) . Since the symptoms of anxiety disorders are inter-related and shared features in nature, identifying transdiagnostic factors may help therapists to overcome such challenges in diagnosis and course of treatment. Transdiagnostic approaches and unified therapies are associated with high patient satisfaction, positive expectations, and integration of the treatment process (McEvoy, Nathan, & Norton, 2009 ). Furthermore, identifying common cognitive aspects of anxiety disorders and their role in psychopathology may improve the insight into the design and implementation of prevention programs (Dozois, Seeds, & Collins, 2009) .
Some limitations of the present study are worth noting. Firstly, the sampling method was based on voluntary participation and non-probability sampling from limited settings. Therefore, generalizing the findings should be made with caution. Secondly, the methodology of the present study was correlational. Thus, directional attributions should be treated with caution. Thirdly, although a certified psychiatrist diagnosed the GAD and OCD, caution must be taken because no structured diagnostic instrument was used. Fourthly, other comorbid disorders that frequently co-occur with GAD and OCD were not assessed. These disorders could have a confounding influence on the results of the study. Fifthly, the severity of the disorders was not assessed. For future research, it is recommended to use probability sampling methods, as well as longitudinal designs for the evaluation of these transdiagnostic processes in GAD and OCD. Moreover, future studies may include other predictors of worry (negative orientation toward problems and attentional bias) as potential transdiagnostic factors of GAD and OCD.
In sum, the present study highlighted the significance of the transdiagnostic roles of worry, cognitive avoidance, IU, and metacognitive beliefs in GAD and OCD as prevalent psychological disorders. Findings may contribute to the existing literature on unified transdiagnostic protocols for the treatment of anxiety disorders, particularly GAD and OCD. However, specific interventional techniques such as transformation-related techniques might maximize outcomes for patients with GAD rather than patients with OCD. Future research should address this particular interventional technique for patients with GAD. Informed consent was obtained from all participants of the study.
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